Problem formulation by medical students: an observation study by Auclair, Francois
BioMed  Central
Page 1 of 5
(page number not for citation purposes)
BMC Medical Education
Open Access Research article
Problem formulation by medical students: an observation study
Francois Auclair*
Address: Department of Medicine, University of Ottawa, Canada
Email: Francois Auclair* - fauclair@ottawahospital.on.ca
* Corresponding author    
Abstract
Background: Medical problems are often complex and ill-structured. In formulating the problem,
one has to discriminate pertinent elements from irrelevant information in order to effectively find
a solution. In this observation study, we describe how medical students formulate the problem of
a complex case.
Methods: 32 third year medical students were presented with a complex case of endocarditis.
They were asked to synthesize the case and give the best formulation of the problem. They were
then asked to provide a diagnosis. A subsequent group of 25 students were presented with the
problem already formulated and were also asked for the diagnosis. We analyzed the student's
problem formulations using the presence or absence of essential elements of the case, the use of
higher-order concepts and the use of relations between concepts.
Results: 12/32 students presented with the case made the correct diagnosis. Diagnostic accuracy
was significantly associated with the use of higher-order concepts and relations between concepts.
Establishing explicit relations was particularly important. Almost all students who missed the
diagnosis could not elicit any relations between concepts but only reported factual observations.
When presented with an already formulated problem, 19/25 students made the correct diagnosis.
(p < 0.05)
Conclusion:  When faced with a complex new case, students may not have the structured
knowledge to recognize the nature of the problem. They have to build new schema or problem
representation. Our observations suggest that this process involves using higher-order concepts
and establishing new relations between concepts. The fact that students could recognize the
disease when presented with a formulated problem but had more difficulty when presented with
the original complex case indicates that knowledge of the clinical features may be necessary but not
sufficient for problem formulation. Our hypothesis is that problem formulation represents a
distinct ability.
Background
Problem formulation is necessary because the world we
experience is complex. The problems we face are often ill-
structured. One or several elements of the problem may
be unknown, the same elements may be different in dif-
ferent context, there is uncertainty about the concepts nec-
essary for a solution, the relationship between concepts
and rules may be inconsistent between cases. We need to
organize the information into sensible patterns [1].
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We can define problem formulation as a structure of con-
cepts linked by relations. The role of such a system is to
organize the problematic experience in such a way that
enables better understanding of the state of affairs so that
we can more effectively search for solutions [2,3]. As
stated by Rosenhead [4]: "the most demanding and trou-
bling task in formative decision situations is to decide
what the problem is".
Problem formulation is not an objective procedure. It is a
creation that is probably dependent on norms, values,
knowledge, perception of the situation, problem environ-
ment and past experience [2,5]. In medicine, problem for-
mulation is a created synthesis that ideally would contain
only those attributes that are deemed significant [6]. It has
been well documented that integration of irrelevant infor-
mation from past experience may lead to inaccurate diag-
nosis [7].
In this study, we investigated how medical students for-
mulate the problem of a complex medical case. We ana-
lyzed the characteristics of their formulated problems and
examined if there was any correlation with diagnostic
accuracy. We also tested the hypothesis that problem for-
mulation is a creative ability in which knowledge of signs
and symptoms of a disease may be necessary but insuffi-
cient for making a diagnosis.
Methods
Seven small groups of third year medical students (total
32 students) doing their Internal Medicine rotation were
successively presented with a complex case of endocarditis
from the New England Journal of Medicine [8]. This was
done in the context of clinical reasoning sessions in which
students are presented with an unknown case followed by
interactive discussion on solving the problem. The dual
purpose was to learn about a specific infectious disease
and foster reflective practice. Students were instructed to
regroup the clinical information into the smallest number
of concepts that represent the whole case and to write it
down as their best possible formulation of the problem.
They were given a written example of what was expected.
They were given all the time required to complete the task.
At the end, they were asked for their diagnosis. This was
followed by interactive discussion that included teaching
about the disease and resolution of the case at the end.
The duration of the session was two hours.
We considered five elements or observations to be essen-
tial to the case namely: the occurrence of pneumonia, the
positive blood cultures with Streptococcus pneumoniae,
the complication of endophthalmitis, the presence of a
heart murmur and the development of hemodynamic
problems. These were used for presenting a formulated
problem. The formulated problem was constructed
according to accepted criteria for the clinical diagnosis of
endocarditis [9].
We analyzed the students' problem formulation with the
following characteristics: the presence or absence of the
above essential elements, the use or not of higher-order
concepts (or new conceptual category) and the mention
or not of relations between concepts. For higher-order
concepts we considered any introduction of a new con-
ceptual category from the observation terms. These
included semantic qualifier as described by Bordage [10]
in which the content of an observation is given an abstract
form along oppositional relationships. For example,
pneumonia could be qualified as acute or chronic. We
also included any abstraction into a larger set such as a
generalization from multiple terms. For example, the
combination of leucopenia and use of corticosteroids
could be subsumed under 'immunocompromised'.
Relations we looked for were related to causation. We
look for direct expression of causation in which the stu-
dent would state that an element brings about or progress
into another one or that an element was an effect of
another. We also looked for temporal relations of conti-
nuity or succession in which student would state that an
event follows or is preceded by another. These are not nec-
essarily causal but often associated with causation. We
examined if there was any significant association between
the characteristics of problem formulation and diagnostic
accuracy using Fisher's exact test.
In order to examine the role of previous knowledge, we
presented a formulated problem of the same case of endo-
carditis to five subsequent groups of third year students
(total 25 students) also doing their rotation in Internal
Medicine. The students were asked to make a diagnosis
based on the following formulated problem: "A 43 year
old man presents with a history of complicated pneumo-
coccal pneumonia with empyema, positive blood cul-
tures, and subsequent development of left eye
endophthalmitis, heart murmur and sudden onset of
heart failure requiring intubation". The problem was used
as an illustration of the importance of problem formula-
tion and was followed by different cases presentations.
The study was reviewed and approved by the Education
Research committee of the Faculty of Medicine of the Uni-
versity of Ottawa. No further ethical approval was
requested as the primary focus of these sessions is teach-
ing. The clinical reasoning sessions are part of the regular
curriculum for third year medical students. Our study is a
report on observations made during teaching sessions.
The collection of data was made with the informed con-
sent of participating students and participation to the ses-
sions was voluntary.BMC Medical Education 2007, 7:16 http://www.biomedcentral.com/1472-6920/7/16
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Results
12/32 students presented with the case made a correct
diagnosis of endocarditis.
We observed significant differences in the nature of prob-
lem formulation between students. Students with the cor-
rect diagnosis were more likely to use higher-order
concepts and to make relations between concepts explicit
than those with incorrect diagnosis (p < 0.05) (Tables 1).
There was no difference in the frequency of including any
of the five essential elements between students who had
the right diagnosis and those who did not (Table 2).
The role of relations between concepts was particularly
revealing. Although the students who missed the diagno-
sis elicited the same number of relevant clinical findings
as those who made the diagnosis, they were unlikely to
make explicit any relation between concepts (1/20).
The group of students presented with a formulated case
seemed to have sufficient knowledge to recognize the dis-
ease. When first presented with a synthesis of the case, a
high proportion of those students were able to make an
accurate diagnosis (19/25) by comparison to the groups
of students presented with the original complex case (12/
32) (p < 0.05).
Discussion
Our first set of observations suggests that the use of
higher-order concepts and making explicit relations
between concepts are associated with diagnostic accuracy.
Bordage and Chang [10,11] have demonstrated that diag-
nostic accuracy correlates with semantic level of the prob-
lem's description. The use of semantic qualifiers that
describe the content at a more abstract level was associ-
ated with better diagnostic accuracy. Abstractions from
observation concepts constitute interpretations. Those
interpretations confer additional meaning [12]. Qualify-
ing pneumonia as recurrent or persistent is an interpreta-
tion of a series of events and adds to the meaning of the
concept of pneumonia and may thus increase diagnostic
accuracy.
In another experiment, Nendaz and Bordage [13]
instructed students how to use more semantic qualifiers.
They found that students could learn to introduce more
semantic qualifiers but there was no difference in diagnos-
tic accuracy suggesting that the use of semantic qualifiers
correlates with diagnosis but may not be causal.
Our observations may provide a possible explanation to
this apparent lack of causation between use of semantic
qualifiers and diagnostic accuracy. We found that rela-
tions between concepts need to be established. Absence of
explicit relations between concepts in problem formula-
tion was associated with incorrect diagnosis. The use of
conceptual abstraction may be necessary but not sufficient
for problem formulation; a critical element is the structure
resulting from relations established between concepts.
Establishing meaningful relations has also been shown by
Norman [14] to be important in problem solving. Physi-
cians with different levels of experience were presented
with complex nephrology problems and asked to solve
them while thinking aloud. Experienced physicians
solved the problems by clustering data into more mean-
ingful relations than less experienced ones. We have
observed that conceptual relations need to be established
early in the problem formulation.
Why would establishing relations between concepts be
associated with better diagnostic accuracy? Our observa-
tions suggest that the structure of problem formulation is
analogous to that of a model of a theory [15]. In the
semantic view of theory, a model can be a linguistic entity
on which observation concepts are abstracted into theo-
retical terms. Those are organized in a structure which
contains as minimal requirements: concepts and a set of
relations or operations on those concepts. The relations
are made explicit. With such a structure the model may
represent the world and have an explanatory function
[16]. Like a model, a problem formulation can make
explicit functional and causal relations between concepts.
A model of a case of endocarditis will link bacteremia, val-
vular disease and embolic phenomena in causal relation-
ships and these have explanatory utility. The formulated
problem will allow the physician to see the case as belong-
ing to a 'theory' of endocarditis. What is shared between
the model and the theory is not only a set of features of
individual concepts but the same pattern of abstract rela-
Table 2: Identification of essential clinical features and diagnostic 
accuracy
Clinical feature identified Correct 
diagnosis
Wrong 
diagnosis
p-value
Pneumonia 12/12 (100%) 19/20 (95%) 0.62
Bacteremia 6/12 (50%) 12/20 (60%) 0.24
Endophthalmitis 12/12 (100%) 19/20 (95%) 0.62
Heart murmur 4/12 (33%) 3/20 (15%) 0.16
Hemodynamic problem 10/12 (83%) 16/20 (80%) 0.35
Table 1: Use of higher-order concepts and relations between 
concepts by students and diagnostic accuracy
Correct 
diagnosis
Wrong 
diagnosis
p-value
Students using higher-order 
concepts
11/12 (92%) 11/20 (55%) 0.03
Students making relations 
between concepts
6/12 (50%) 1/20 (5%) 0.005BMC Medical Education 2007, 7:16 http://www.biomedcentral.com/1472-6920/7/16
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tionships. Choosing the pertinent concepts and establish-
ing relations most likely involve analytic and non-analytic
processes [17]. Non-analytical recognition of similar cases
from past experience has been associated with expertise
[18] and likely involves seeing relations between con-
cepts. On the other hand, analysis of specific features,
weighting prior probability, and consideration for sim-
plicity must also play a role in formulating the problem.
In the second set of observations, we found that a majority
of students could readily recognize the disease when pre-
sented with an already formulated problem. This was in
contrast to the groups of students presented with the orig-
inal case. A possible explanation would be that students
who made the diagnosis had already structured knowl-
edge of endocarditis. Why those groups would have such
a structured knowledge is unexpected since there was no
new course or teaching on the subject in those groups.
Moreover, several preceding groups had significant diffi-
culty in making the diagnosis.
More likely, the explanation would be that when pre-
sented with the original complex case, the difficulty was in
structuring the elements of the problem into a recogniza-
ble form. Very few students identified the regurgitant mur-
mur as an essential feature. Possibly, when presented with
the formulated case in which the murmur is mentioned,
students recognized the disease as endocarditis. Faced
with the large amount of clinical data of the original case,
students may have had problem seeing relations between
pertinent clinical features. Medin [19] has shown that
when relationships between properties were exhibited,
particularly causal relationships, subject were better able
to assign objects to a similar category.
There are several limitations to our study. These were
observations made during teaching sessions. The groups
of students were not randomized and were seen in
sequence with the last five groups presented with the for-
mulated case. It is possible that students who made the
diagnosis had different prior experiences with similar
cases or different knowledge structures. This should not
invalidate the observations on the structure of problem
formulation but would cast doubt on our hypothesis that
problem formulation is a creative ability. The formulated
problem and the criteria for higher-order concepts and
what constitutes relations between concepts were not val-
idated by other physicians. The formulated problem was
based on accepted clinical criteria of endocarditis and
unlikely would cause significant dissension among
experts. The choice of higher-order concepts and relations
would be subject to interpretation. However, the interpre-
tation would concern more the type of relations or con-
cepts than whether a relation is made explicit or not or
whether a new conceptual category is introduced or not.
No observational term was accepted as new concept. This
study was also limited to the use of one complex case.
Conceptual analysis with abstractions and relations may
not be so important in other cases. In many instances, the
single ability to detect critical features may be more
important. These observations may not apply to less com-
plex case. No doubt, there are many ways to adequately
formulate a problem.
Conclusion
With practice, experts develop schema or scripts that ena-
ble them to recognize a situation as belonging to a certain
class of problem [20,21]. Such schema can make sense of
new complex information and consist of structured
knowledge. There is now evidence that acquiring multiple
representations of knowledge is more important in clini-
cal reasoning than any particular strategy such as hypo-
thetico-deductive reasoning [17,22]. In novel situations,
schema may not be directly available for searching the rel-
evant elements of the problem and one must build a new
problem representation [1]. This process involves creative
thinking. Cognitive and psychometric approaches in the
study of creativity suggest that mental representations are
involved in new combinations with processes like associ-
ation, synthesis, analogical transfer or categorical reduc-
tion where elements are reduced to more primitive
descriptions [23]. Our observations suggest that problem
formulation involves not only abstraction but also mak-
ing new relations between concepts and that it may be a
creative ability for which knowledge of clinical features of
a disease may be necessary but not sufficient.
Competing interests
The author(s) declare that they have no competing inter-
ests.
Authors' contributions
The author has developed the clinical reasoning sessions
in Infectious Diseases and has analysed the structure of
the problems formulated by the medical students.
Acknowledgements
This study was funded by a grant in Innovations in Medical Education and 
Education Research from the Department of Medicine of the University of 
Ottawa.
References
1. Reeves WR: Cognition and complexity. The cognitive science of managing
complexity Lanham: Scarecrow Press; 1996. 
2. Lyles MA, Mitrof II: Organizational problem formulation: an
empirical study.  Administrative Science Quarterly 1980, 25:102-119.
3. Heylighen F: Formulating the problem of problem-formula-
tion.  In Cybernetics and Systems Edited by: Trappl R. Dordrecht: Klu-
wer Academic Publishers; 1988:949-957. 
4. Rosenhead J, Mingers J: A new paradigm of analysis.  In Rational
Analysis for a Problematic World Revisited 2nd edition. Edited by: Rosen-
head J, Mingers J. Chichester: John Wiley & Sons, Ltd; 2001:1-19. 
5. Kelsey JGT: Learning from teaching: problems, problem-for-
mulation, and the enhancement of problem-solving capabil-Publish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published  immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
BMC Medical Education 2007, 7:16 http://www.biomedcentral.com/1472-6920/7/16
Page 5 of 5
(page number not for citation purposes)
ity.  I n  Cognitive Perspectives on Educational Leadership Edited by:
Hallinger P, Leithwood K, Murphy J. New York: Teacher College
Press; 1993:231-252. 
6. Barrows Howard S, Pickell Garfield C: Developing Clinical Problem-Solv-
ing Skills. A Guide to More Effective Diagnosis and Treatment New York:
Norton Medical Books; 1991. 
7. Hatala R, Norman GR, Brooks LR: Influence of a single example
on subsequent electrocardiogram interpretation.  Teach Learn
Med 1999, 11:110-117.
8. Case Records of the Massachusetts General Hospital: Case 7–2003:
A 43-year-old man with fever, rapid loss of vision of the left
eye, and cardiac findings.  In N Engl J Med Volume 348. Edited by:
Rubin RH, King ME, Mark EJ. ; 2003:834-43. 
9. Durack DT, Lukes AS, Bright DK: New criteria for diagnosis of
infective endocarditis.  Am J Med 1994, 96:200-209.
10. Bordage G, Lemieux M: Semantic structures and diagnostic
thinking of experts and novices.  Acad Med 1991, 66:S70-S72.
11. Chang RW, Bordage G, Connell KJ: The importance of early
problem representation during case presentations.  Acad Med
1998, 73:S109-S111.
12. Bordage G, Connell KJ, Chang RW, Gecht MR, Sinacore JM: Assess-
ing the semantic content of clinical case presentations: stud-
ies of reliability and concurrent validity.  Acad Med 1997,
72:S37-S39.
13. Nendaz MR, Bordage G: Promoting diagnostic problem repre-
sentation.  Med Educ 2002, 6:760-766.
14. Norman GR, Trott AD, Brooks LR, Smith EKM: Cognitive differ-
ences in clinical reasoning related to postgraduate training.
Teaching and learning in medicine 1994, 6:114-120.
15. Suppes P: Representation and invariance of scientific structures Stanford:
CSLI Publications; 2002. 
16. Giere RN: Using models to represent reality.  In Model-based rea-
soning in scientific discovery Edited by: Magnani L, Nersessian NJ,
Thagard P. New York: Kluwer Academic/Plenum Publishers;
1999:41-57. 
17. Eva KW: What every teacher needs to know about clinical
reasoning.  Med Educ 2004, 39:98-106.
18. Codere S, Mandin H, Harasym PH, Fick GH: Diagnostic reasoning
strategies and diagnostic success.  Med Educ 2003, 37:695-703.
19. Medin DL, Wattenmaker WD, Hampson SE: Family resemblance,
conceptual cohesiveness, and category construction.  Cogni-
tive Psychology 1987, 19:242-279.
20. Schank R, Abelson R: Scripts, plans, goals, and understanding: An inquiry
into human knowledge structures Hillsdale: Lawrence Erlbaum; 1977. 
21. Schmidt HG, Norman GR, Boshuizen PA: A cognitive perspective
on medical expertise: theory and implications.  Acad Med 1990,
65:611-621.
22. Norman G: Research in clinical reasoning: past history and
current trends.  Med Educ 2005, 39:418-427.
23. Sternberg RJ: Wisdom, Intelligence, and Creativity Synthesized Cam-
bridge: Cambridge University Press; 2003. 
Pre-publication history
The pre-publication history for this paper can be accessed
here:
http://www.biomedcentral.com/1472-6920/7/16/prepub